75-96% of women find medical abortion acceptable, with the corresponding figures for vacuum aspiration ranging from 96% to 100%.20 21 This study suggests that 20% of British women prefer medical abortion and that a further 54% would be willing to use the method. That 26% of women would not contemplate medical abortion shows the importance of providing choice. Travelling distance was the only statistically significant characteristic which identified women with a preference for a method of abortion.
Both medical abortion and vacuum aspiration seem to be highly acceptable in women allocated according to preference. However, women without a preference, when allocated at random, found vacuum aspiration significantly more acceptable, especially at longer gestations; even so, medical abortion was acceptable to nearly three quarters ofwomen.
This information is useful to clinicians who are required to give practical advice to women applying to have an abortion. Women who prefer a method of abortion should be allowed their choice, regardless of length of gestation. Women presenting very early (less than 50 days' ammenorrhoea) may be reassured that they are likely to find the procedures equally acceptable; medical abortion is at its most effective at shorter gestations.6 Women of 50-63 days' gestation who are not sure which method to use may be advised that vacuum aspiration is likely to be more acceptable.
A simple randomised (or entirely pragmatic) trial would not have yielded these results. Hence, the patient centred, partially randomised trial design advocated by Brewin and Bradley may be a useful tool in pragmatic research in populations characterised by an unwillingness to comply with all treatments under investigation. 22 Nearly a quarter of the women recruited into this study had had a previous induced abortion. The Smoking habits, weight, height, blood pressure, duration and nature of clinical symptoms, and history of previous myocardial infarction and of diabetes mellitus were noted at the time of coronary arteriography. The interval from onset of symptoms to referral was defined at the date that the patient was first seen in a cardiology clinic. Plasma glucose, total and high density lipoprotein cholesterol, and triglyceride concentrations were estimated in fasting blood samples taken before angiography. Glucose was measured enzymatically, total cholesterol and triglyceride concentrations by colorimetric assays (Cobas-Bio), and high density lipoprotein cholesterol by reassay after precipitation of non-high density lipoprotein cholesterol. Values for continuous variables (means) and categorical variables (whole numbers and percentages) are shown in the table.
The question addressed was: "is the risk factor profile in the Indian origin population of patients with angina different from that in Europeans with the same degree of disease sampled from the same referred population?" A conditional logistic regression model (EGRET: epidemiological, graphics, estimation, and testing package) was fitted to the data, ethnicity serving as the dependent variable and allowing for matching in respect of age, sex, and extent of coronary disease. This identified smoking status, diabetic status, and time from onset of symptoms to referral as the only factors having significant (p < 0 05) effects on the variance explained by the model. A subsidiary analysis, in which continuous variables were categorised into tertiles on the basis of their distribution in the whole study population, confirmed these relationsfor example, between time from onset of symptoms to referral and Indian origin of the patient (see table: adjusted odds ratio for highest tertile (delay > 11 months) 5-31 (95% confidence interval 1-98 to 14-23)).
Comment
We acknowledge that our patients of Indian origin in this study were drawn from several different ethnic groups, but all of these have been associated with an increased risk of coronary disease. The importance of diabetes and an increased body mass index in Indian origin patients with angina has been noted before.-5 The difference in time from symptom onset to consultation, which was longer and more variable in the Indian origin group, is cause for concem. We know that the interval between receipt of a referral letter and consultation in our clinic is identical (mean five weeks) in white and Indian origin patients. Referral bias by primary care doctors must be considered, but general practitioners in our area with large Indian origin practice populations tend to have average or above average referral rates. Altematively, the longer referral delay may reflect natural stoicism, language difficulties, a reluctance to seek hospital treatment, or a lifestyle which avoids angina provoking exercise. This possibility should be explored, as it has important implications for health education and access to health care.
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